Objective: To investigate the evolution of maternal representations (ie, the way parents perceive their child in term of temperament, character, behaviors, etc) of children with a cleft at 3 major milestones: before/after reconstructive surgeries and at school age. Parenting style was also analyzed and compared with parents of children born without a cleft.
Despite the constant improvement in the medical and psychological care for families of children born with a cleft lip/palate (CL+P), learning that their children have a facial difference is still a challenging event for parents, involving different emotions such as fear, guilt, and shame (Skrivan-Flocard and Habersaat, 2009; Bolomey et al., 2013) . Some studies have even highlighted symptoms of depression and posttraumatic stress in mothers of children born with a cleft, continuing months after birth (Field and Vega-Lahr, 1984; DolgerHafner et al., 1997; Despars et al., 2011) . Aside from the emotions related to the child's facial difference, the birth of an infant with an orofacial cleft also causes extra stress related to feeding procedures or medical care (surgeries, orthodontics, etc; eg, Tabaquim and Marquesini, 2013) . Studies reported that cleft treatment and hospital stays had a negative impact on the family's quality of life (Baker et al., 2009; Locker et al., 2002) . Furthermore, parents reported spending considerable effort managing others' reactions about their child's facial difference (Johansson and Ringsberg, 2004; Klein et al., 2006) . Collectively, all of these factors may constitute a sensitive context and, with the altered facial appearance, may have repercussions on the way the mothers perceive their infant, with potential consequences on parenting behaviors and different aspects of infant's development (eg, insensitive parent-infant interactions were shown to negatively affect later behaviors in preterm children; Borghini et al., 2006; Forcada-Guex et al., 2006) .
It has been shown that parents who perceived their child as being more attractive gave warmer care than parents who perceived their child as being less attractive (Field and Vega-Lahr, 1984; Barden et al., 1989; Langlois et al., 1995) . Among adults, children's perceived cuteness was related to a stronger motivation (Glocker et al., 2009) . Parental representations about the child (ie, the way parents perceive their child in terms of temperament, character, behaviors, etc) may therefore have an influence on maternal behaviors toward the child and on his or her subsequent development Stadelmann et al., 2007) . In the case of CL+P, mother-infant interplay was shown to be less adequate (Nelson et al., 2012; Habersaat et al., 2013b) than in nonaffected children, but without negative consequences on the quality of attachment (Speltz et al., 1997; Habersaat et al., 2013b) .
Parental representations may also influence parental rearing practices and perceptions of parenting style (Bornstein, 2001 ). For instance, negative perceptions or representations of the child (eg, the child is difficult, has a temper) may influence parenting practices (eg, Abidin, 1992; Sigel and McGillicuddyDe Lisi, 2002) . Baumrind (1991) described parenting style as "the way parents raised their children," describing 3 different styles (Authoritative, Authoritarian, and Permissive). Authoritative style refers to firm control over the child, in a "rational issue-oriented manner." In this way, authoritative parents explain their decisions to the child and the underlying reason behind their educative behaviors (Baumrind, 1978) . In comparison, authoritarian parents use forceful and punitive measures, especially in the case of parent-child conflict. They particularly value the child's blind obedience. Finally, permissive style refers to passive parenting. The permissive parent does not consider herself or himself as having an impact in shaping the child's development and does not feel any responsibility in setting limits on the child (Baumrind, 1978) . It is generally reported in the literature that authoritative parenting (highly demanding and highly responsive) promoted positive development. For instance, a responsive (ie, high involvement) and cognitively stimulating parenting style was shown to promote school success in preterm children (Wolke et al., 2013; Jaekel et al., 2015) , and in community adolescents (Spera, 2005) . Furthermore, parenting styles that include monitoring and positive reinforcement were related to a healthier lifestyle (ie, physical activity and dietary intake) in children (Arredondo et al., 2006) . A more recent study found that authoritative parenting was associated with an increased perception of well-being and higher self-esteem in youths (Chan and Koo, 2011) . Finally, parenting style was shown to be affected by sources of contextual parental stress (eg, preterm birth, infant's disease, or loss of a close family member) and support (eg, family, psychological care), along with the child's characteristics, such as physical appearance (Belsky, 1984; Bornstein, 2001 ). In the case of cleft, the investigation of parenting practices may be of interest not only because of the stressing and emotional context, but also because of facial characteristics associated with CL+P.
Although psychological aspects related to the experience of having a child with a cleft have been investigated (for a review, see Nelson et al., 2012) , to our knowledge, parental representations about the child and their experience as parents and parenting style have not been studied in this context. It is thought that the stress and the emotions experienced by parents at childbirth, as along with the child's visible facial difference may influence parental representations of their child. Moreover, parental representations are not necessarily stable through time. Especially in the case of CL+P, the urgent need to adapt and to love the child with a visible facial difference as well as the ambiguous feelings of guilt and shame may lead to more ambivalent representations through time. Further on, the surgeries will completely modify the child's face and expressions, as well as parental experiences concerning how strangers look at their child. For these reasons, it is important to investigate the impact of the surgeries on parental representations of the child. Then, age 5 is an important time in CL+P families, as children are starting school. New questions about the child and the cleft arise, potentially affecting social integration, stigmatization, bullying and peer relationships, and speaking and/or learning difficulties (Broder et al., 1998; Millard and Richman, 2001; Peterson-Falzone et al., 2001) . Therefore, the cleft or the remaining scar can reappear as a daily concern and worry at school age, and may modify parental perceptions and representations of their child at that time (eg, Rumsey and Stock, 2013) . Previous literature suggested an association between parental representations of the child and parenting style, in the sense that negative representations of the child may lead to less sensitive parenting in general (eg, Abidin, 1992; Bornstein, 2001; Sigel and McGillicuddy-De Lisi, 2002) . However, as far as we know, no studies have investigated the link between parental representations and parenting style in a sample of CL+P and nonaffected families.
Research Aims and Hypotheses
The objective of the present study was to assess maternal representations of their infants at age 2 months (before the reconstructive surgery), 12 months (after surgery), and 5 years when school starts in children born with and without an orofacial cleft. According to previous studies (Field and Vega-Lahr, 1984; Dolger-Hafner et al., 1997; Skrivan-Flocard and Habersaat, 2009; Despars et al., 2011; Bolomey et al., 2013; Habersaat et al., 2013b) , we expected that mothers of children with a CL+P would show more negative emotions, be less sensitive, and perceive their child as being more difficult before the surgeries, compared with mothers of children without a cleft. After surgeries, differences between groups in terms of maternal representations were no longer expected. Following previous studies on school bullying (eg, Lovegrove and Rumsey, 2005) , it was hypothesized that, at 5 years, mothers of the cleft group would report more negative emotions, and representations of the child as being more difficult compared with mothers of the noncleft group. Finally, in accordance with Bornstein (2001) theory, we expected maternal representations to be associated with parenting style at 5 years. As mothers of the cleft group were expected to report more negative representations of their child at 5 years, we also expected them to report more negative parenting (lower authoritative and higher authoritarian and permissive styles), than mothers of the noncleft group. Results of this study may help to understand parents' feelings about their child growing with an orofacial cleft.
Method

Sample
All infants born with an orofacial cleft between 2005 and 2009 at the University Hospital of Lausanne (Switzerland) were considered for inclusion in the present study. In case of prenatal cleft diagnosis, mothers were asked by the surgeon if they agreed to be contacted by the research team. When the diagnosis of the cleft was established at birth, mothers were directly contacted by the research team during their stay at the maternity ward soon after delivery. The study was clearly explained to each family and mothers signed a consent form. Seventyeight percent of families agreed to participate in the study. Families with children suffering from associated disorder or medical complications, cleft palate only (not visually apparent), and parents with a history of psychiatric disorder or not sufficiently fluent in French were excluded (7 families). Four families dropped out between recruitment and the first assessment at 2 months. At the 2-month assessment, 40 families were included in the study. Ten families dropped out between 2 months and 5 years (4 moved abroad or too far to come back for a new assessment; the 6 remaining mentioned a lack of time or a lack of motivation). Thirty families with a child born with a cleft were therefore included in the present sample (total dropout: 32%; see Table 1 ).
A noncleft group was recruited at the maternity ward of the University Hospital of Lausanne between 2007 and 2009, soon after childbirth. The study aims and protocol were explained in detail to each family and written consent was obtained. Among the participants to whom the study was proposed, 38% agreed to participate. A majority of those who refused mentioned a lack of time, a lack of interest, or an excessive distance between home and hospital. Exclusion criteria were the same as those applied to the cleft group. At the 2-month assessment, the noncleft group was composed of 18 families. Four families dropped out between the 2-month and 5-year assessments. Finally, 14 families were still included in the noncleft sample (dropout rate ¼ 22%; see Table 1 ).
Sociodemographic and economic data were collected when the infants were 2 months old and computed with a scale adapted from the Hollingshead Index, combining both parents' education level and work position (Pierrehumbert et al., 1996) . Each dimension was rated on a 4-point scale (1 being the lowest school level [only compulsory school completed] and the lower positions categories [unqualified worker]) and 4 the highest (eg, university degree completed/ senior manager) for each parent and then averaged in order to compute a "family score."
Orofacial Cleft Management and Care in Lausanne
In the University Hospital of Lausanne, all families of a child born with a cleft are integrated in a multidisciplinary program of assessment and care until the child's adulthood. The multidisciplinary cleft team is composed of surgeons, nurses, psychologists, psychiatrists, orthodontists, otorhinolaryngology (ear-nose-throat [ENT]), and speech therapists and aimed to minimize the psychological and functional consequences in children born with a cleft and their families. Within 48 hours after cleft detection (by ultrasound or at birth), the future Included Dropout
Gender ( surgeon contacts the parents to confirm the diagnosis and to clarify the treatment plan (shows before/after surgery pictures, brochures, meets the team, etc), and to make sure that parents feel free to contact any one of the team at any moment if they have questions or concerns (for more detail, see Hohlfeld et al., 2009 ). Psychological support is proposed if required. Soon after birth, the orthodontist makes a palatal plate to facilitate feeding, with surgeries between 3 and 8 months of age, depending on the cleft type. Between ages 12 months and 3 years, families are invited to the hospital for routine controls including ENT and speech evaluation. At the age of 3 years, families are convened again for an overall assessment of the child including speech, ENT, dental development, craniofacial growth, and psychological adjustment. Then between 3 and 18 years old, multidisciplinary assessments are carried out every 2 or 3 years (as needed according to cleft types) and secondary surgery is planned. Finally, at 18-20 years of age, the young adult is invited for a final general assessment, and information about genetic transmission of the cleft is provided (Hohlfeld et al., 2009 ).
Procedure and Instruments
The present data comes from a larger longitudinal study investigating parenting experience, infants' development and attachment, as well as the family's experience with the multidisciplinary care in families of children born with an orofacial cleft. The protocol of the study was approved by the Ethics Committee for Research on Human of the State of Vaud, Switzerland. Families who previously agreed to participate were contacted by phone before the child was 2 months old and invited to come for an assessment at the University Hospital of Lausanne. As often as possible, these meetings were coupled with meetings with the multidisciplinary team in order to avoid repeated trips to the hospital. Upon arrival, mothers were administered a 40-minute semistructured interview (Working Model of the Child Interview [WMCI]; Zeanah et al., 1986) , investigating representations about the child, about themselves as parents, reflection on the parent-child relationship, and emotions related to this relationship with the child. For instance, the mother had to answer to questions such as "How would you describe your child?" The mother was asked to give examples to illustrate the personality and behaviors of the child and the relationship with him or her. Interviews were video-taped and transcribed for coding. The WMCI coding is composed of 3 categories:
1. Qualitative scales concerning the parental perception of the relationship with the child (richness of perceptions, openness to change and flexibility to accommodate new information about the child, intensity of involvement or psychological immersion in the relationship with the child, general coherence in parental narratives, caregiving sensitivity, and acceptance of the child and of his or her own needs and demands). Each scale is coded on a 1 to 5-point Likert-type scale (1 ¼ absence; 5 ¼ extreme). For instance, richness of perception was coded high (4 or 5) when the mother provided many different adjectives and details about "who" the child was in terms of personality, feelings, etc. 2. Scales related to the parental affective tone about the child and the relationship with the child (joy, pride, anger, disappointment, anxiety, guilt, indifference, other). For example, joy was coded high when this emotion was the major affective theme in the relationship with the child. 3. Scales relating to content of parental narratives (infant difficulty, fear for infant's safety). For instance, infant difficulty was coded high when the parent depicted the child as difficult to care for and to relate to. Interviews were rated by 2 trained independent coders. Rating differences among coders were discussed to reach a final agreement. The reliability and the validity of the WMCI were demonstrated by Benoit and colleagues (1997) in a study about parental prenatal representations. When the child was 12 months old, the same procedure was repeated.
Finally, when the child was 5 years old, mothers were contacted for a final assessment at the University Hospital of Lausanne, involving a 40-minute semistructured interview (Parent Development Interview [PDI]; Slade et al., 2004) investigating global representations of themselves as mothers, representations about the child and about the relationship. The PDI is better suited for preschool-aged children than the WMCI. Interviews were video-taped and transcribed for coding. The coding is divided into 3 main subscales that can be computed by adding up corresponding items (some are reversed). Each item can also be considered separately. Coding subscales include the following:
1. Parental affective experience codes (anger, joy/pleasure, need for support, guilt, feeling of parental competence in managing the child, parental self-confidence about their own capacities to be good parents, level of child focus, disappointment with the role of being a parent, parental warmth felt toward the child, attachment awareness and promotion, and parental hostility toward the child). Items are coded according to a Likert-type scale ranging from 1 (eg, no/low anger) to 4 (eg, very high anger). For instance, anger was coded high when this emotion was predominant in the relationship with the child. 2. Child affective experiences codes (child aggression/ anger, child happiness, child controlling/manipulating, child affectionate, and child rejecting). For example, child aggression/anger was coded high when the parent described the child as being extremely angry most of the time (frequent confrontations, aggressive behaviors, etc). 3. Global codes (parent reflection on the relationship, coherence of parental narratives, richness of perceptions, valence in the description of the relationship, and parental discipline style). As a subscale, global codes reflect the quality of the parent's narratives about the child and the relationship with the child. The quality of parental narrative (global codes) was coded high when parents expressed empathy and a deep reflection on their relationship with the child, high coherence in their narratives, a variety of details about the child behaviors and feelings, a mainly positive relationship with the child, and a limit setting discipline style. The interviews were coded by 2 trained independent coders. Differences in coding were discussed to reach a final agreement. In previous studies, the PDI showed adequate reliability, and a 5-factor structure matching theorized models of parental experience (Button, 1997) .
When the child was 5 years old, mothers were also asked to complete the Parenting Style and Dimensions Questionnaire (PSDQ; Robinson et al., 2001 ), a 59-item instrument investigating rearing practices and parenting behaviors with the child. Three parenting styles can be computed by adding up the corresponding items (some are reversed): authoritative (26 items), authoritarian (18 items), and permissive (15 items). The authoritative style includes subscales such as warmth and support, reasoning/induction, democratic participation/autonomy granting, and responsiveness. A high authoritative style typically corresponds to parents that express high warmth and nurturance, allow children to discuss options and express opinions, as well as administer fair and consistent discipline toward their child. In the present sample, the reliability (Cronbach a) of the authoritative parenting style was .86. The authoritarian parenting style includes subscales such as verbal hostility, corporal punishment, nonreasoning and punitive strategies, and directiveness. Parents high on authoritarian style typically have strict rules and high expectations, express little warmth toward their child, are not responsive, and use harsh punishments. In the present sample, the reliability of the authoritarian parenting style was .76. Finally, the permissive parenting style includes subscales such as lacking follow through, ignoring misbehaviors, and lacking self-confidence. Parents high on permissive style typically have few demands or low expectations, are lenient, do not set firm limits, or use punishment. In the present sample, the reliability of the permissive parenting style was .47, which is very moderate. Therefore, results concerning this scale were considered with caution.
Analytical Plan
Data were analyzed with the Statistical Package for Social Sciences (SPSS Statistics for Windows, version 23.0; IBM Corp, Armonk, NY) Sociodemographic characteristics of dropout participants of both cleft and noncleft groups were compared to the actual sample using Student t tests and w 2 tests. Differences between groups' scores on WMCI scales were computed when the children were 2 months old and when they were 12 months old with Student t tests (corrected by Levene test, when necessary, to account for differences in groups' variances). Because of low statistical power, we ran paired samples Student t tests (comparing scores at 2 and 12 months) computed on each group (cleft and noncleft) separately. For comparing parental representations between 2 months, 12 months, and 5 years by groups, we transformed WMCI and PDI scales into z scores to obtain comparable scaling and again used paired t tests. Only the similar scales across both instruments and coded with the same criteria were used (anger, guilt, joy, disappointment, coherence, and richness of perception). Then, parenting styles when the child was 5 years old were correlated with parental representations at the same age (PDI) on the whole group (cleft and noncleft). Finally, parenting styles were compared across the cleft and the noncleft groups with Student t tests (corrected by Levene test, if necessary, to account for differences in groups' variances). Statistical significance was considered, by convention, at P < .05. Only significant and marginally significant differences are reported in the text. All indices are reported in the tables.
Results
Differences in Maternal Representations Across Groups (Cleft and Noncleft) at 2 Months, 12 Months, and 5 Years of Age
No significant difference was found between the cleft and the noncleft groups on WMCI scales scores, neither at 2 nor 12 months of the child's age. As well, no significant difference between the cleft and the noncleft groups was found at age 5 years in the PDI.
Differences in Maternal Representations Between 2 and 12 Months by Groups (Cleft and Noncleft Separately)
Although, in the noncleft group, no significant difference was found in the WMCI scale scores between 2 and 12 months of the child age, a marginally significant difference was found in Disappointment (t[10] ¼ 1.94; P ¼ .082). Mothers of children without a cleft showed less disappointment in the relationship with their child when he or she was 12 months old, compared to 2 months.
In the cleft group, significant differences between 2 and 12 months were evidenced in maternal Caregiving Sensitivity, in Infant Difficulty, in Fear for the Infant's Safety, and in Pride about the child (Table 2) . When the child was 12 months old, mothers in the cleft group reported significantly more Caregiving Sensitivity and more Pride about the child, as well as more Fear for the Infant's Safety and more Infant Difficulty than when the child was 2 months old. Additionally, 2 marginally significant differences were found in Intensity of Involvement (p ¼.070) and Indifference (p ¼ .054). Mothers of children with a cleft were more involved and less indifferent when their child was 12 months old, compared with 2 months old ( Table 2) . (Table 3) .
Differences in Maternal Representations
Discussion
The present study aimed to investigate representations in mothers of children born with and without a cleft, when the children were 2 months (before reconstructive surgeries), 12 months (after reconstructive surgeries), and 5 years old (school start), as well as the association between representations and parenting style when the children were 5 years old. Results first evidenced a lack of significant difference in maternal representations at the 3 ages of assessment across the cleft and noncleft groups. Second, while no difference was found in the noncleft group between 2 and 12 months, in the cleft group, maternal representations of the child were more emotionally intense, in either negative or positive way, at 12 months than at 2. Third, associations were found, on the whole group (cleft and noncleft), between parenting style and representations when the child was 5 years old, showing that mothers with more negative affective experience in the relationship with the child were more Authoritarian in their parenting practices. On the other hand, mothers high on Global Codes (quality of parental narratives including subscales coherence, richness of perception, parental reflection on the relationship, positive description of the relationship) were more Authoritative. Finally, despite the absence of differences between mothers in the cleft and the noncleft groups in representations, some differences were found in parenting styles, with mothers of the cleft group being more Authoritarian (and more punitive).
Differences Between Cleft and Noncleft Groups in Maternal Representations at 2 Months, 12 Months, and 5 Years of Age
Following previous studies about emotions and parental representations in cleft conditions (eg, Field and Vega-Lahr, 1984; Dolger-Hafner et al., 1997) , we expected that mothers of children with a facial cleft would have shown more negative emotions, less sensitivity, and would have perceived their child as being more difficult before the surgeries, compared with mothers of children without a cleft. However, our results did not confirm these hypotheses. The absence of significant differences in maternal representations across groups and across time was however an encouraging result, suggesting that having a baby with a cleft does not significantly differ in terms of emotions and maternal representations than having a baby without a cleft, from 2 months to 5 years of age, in Lausanne (Switzerland) at least. As no previous study investigating parental representations in CL+P populations exists as far as we know, it is difficult to interpret this result. It is possible that the birth of a child with a cleft did not affect parents as much as it was first expected. A second possibility was to explain these results in the light of the intense work of support provided in Lausanne. As it is known from previous literature (see, eg, Field and Vega-Lahr, 1984; Barden et al., 1989; Bolomey et al., 2013) that the birth of a child with a facial difference can impact parental representations and attitudes toward the child, we could hypothesize than the availability of and the support provided by the cleft team helped mothers cope with emotions related to the diagnosis of the cleft, preventing those emotions from affecting their representations about their child. However, to clearly support this hypothesis, we should have compared results of this study to other work related to other care conditions. This was beyond the scope of this study.
Difference Across Time Within Groups (Cleft and Noncleft)
If differences across time were not observed in the noncleft group, as hypothesized, modestly significant changes in maternal representations were shown before and after surgeries in the cleft group. Indeed, after surgeries, emotions related to the child, either positive or negative, were more intense than before surgeries. Mothers reported their child to be more difficult after surgeries. However, they also reported more sensitivity in caregiving, more pride about the child, and more fear about the child's safety. We suggested that, as a whole, these differences might reflect a deeper maternal involvement toward their child after surgeries. This result was in line with our clinical experience showing that, often, mothers have difficulty fully investing in children before reconstructive surgeries and considered these surgeries to be a "second birth." Sometimes, when the shame about the child's appearance was significant, these surgeries were considered to be the child's social birth (eg, Bolomey et al., 2013) . It was therefore possible, that after surgeries, mothers felt more emotionally involved or connected with the child and experienced emotions more intensely. Still, those differences were not major and, importantly, scores across time were not significantly different than in the noncleft group.
Association Between Maternal Representations and Parenting Style at 5 Years and Differences Across Groups (Cleft and Noncleft) in Parenting Style
Unlike what we expected from the previous literature (eg, Broder et al., 1998) , differences in maternal representations across groups was not evidenced. Nevertheless, mothers of the cleft group were significantly more Authoritarian (rigid and punitive) in parenting, compared with mothers of the noncleft group. This result may be either related to the fact that parental representations were not related to parenting style, which is obviously not the case as results of this study found correlations between the two (Authoritarian style was related to Negative Affective Experience with the child, and Authoritative style was related to Global Codes) and that a large literature already linked the two (eg, Bornstein 2001), or to the small sample size resulting in a lack of power, preventing the identification of small differences across groups in representations. Anyway, the fact that mothers of children with a cleft were more Authoritarian is supported by indirect previous evidence reporting that mothers of children with a cleft were in general less sensitive during interaction with their child (Nelson et al., 2012; Habersaat et al., 2013b) . Therefore, it is possible that this general lower sensitivity toward the child leads to a more controlling or punitive parenting style. Our clinical practice also highlighted that mothers of children born with a cleft considered their child as tougher and more autonomous than others with respect to what he or she had to endure during his or her first year of life (Skrivan-Flocard and Habersaat, 2009 ). Alternatively, the child with a cleft must be tough to face possible social exclusion and taunts by other children later. It is possible that this perception of the child, together with the fear of the child's rejection, made mothers more demanding and harsher in their rearing attitudes with their child. It is also possible that cleft management, even when the child is 5 years old, makes those mothers more stressed, impacting their relationship with the child. For example, it has been shown, in preterm children, that maternal stress was related to less optimal mother-infant interactions (eg, Mül-ler-Nix et al., 2004) . In the literature, Authoritarian parenting is considered as a risk factor toward a multitude of child's later problems such as the development of behavior problems (Thompson et al., 2003) , and is therefore a parameter that needs to be accounted for when caring for families of children with a cleft.
Limitations
Results of the present study cannot be considered without being aware of important limitations. The major one is probably the size of the noncleft group that resulted in an obvious lack of statistical power (applying Bonferroni corrections on correlations would probably have limited the results' significance, for example) and prevented from using of more complex analyses (eg, ANOVA for repeated measures) or finding potential differences between groups. It also prohibited us from controlling for differences in some sociodemographic variables such as mother's age and child's gender, which could have influenced the results. Indeed, even if recent studies showed no influence of the child's gender on maternal representations (eg, Dollberg et al., 2010) , some others evidenced gender-specific parenting style (eg, McKee et al., 2007) . In the same line, differences in the number of participants across groups are an important limitation when using parametric testing such as Student t tests. However, as many nonparametric tests such as Mann-Whitney are also sensitive to the difference in the number of participants per groups (even if still debated among statisticians) and as possible variances inequality across group was compensated with the Levene test, the use of parametric testing seemed more appropriate.
A second limitation to this study is related to the participants' selection. Indeed, the acceptance rate in the noncleft group was very low; therefore, we could hypothesize that only highly motivated participants or parents who had a reason for participating (eg, individuals who were concerned about CL+P or who needed the indirect support provided by the research team) agree to take part in the study, resulting in a selection bias. Noteworthy, the dropout between the 2-month and 5-year assessments was relatively low in both groups, compared with other longitudinal studies (eg, Gustavson et al., 2012) .
A third limitation, potentially explaining the lack of differences in maternal representations across groups, is related to the nature of the instruments. Indeed, it is possible that the PDI, as well as the WMCI are not sensitive enough to detect small differences between groups. Despite the same theoretical background, scales and coding differences between the WMCI and the PDI were also a limitation in possibilities of comparing and interpreting those 2 instruments across time. Even if some scales were conceptually matching, we focused only on identical scales in order to avoid overinterpreting potential results. Furthermore, all assessments relied on only 1 source of information, the mothers. Therefore, parenting style refers more to maternal representations of their parenting style than to observed interactional behaviors. Multiple methods, such as using observational measures or assessing fathers, would have been more reliable. Indeed, fathers are often missing when investigating parenting styles in infancy. In the present study, fathers were included in the initial protocol, but were often unable or unwilling to come to the meetings at the hospital at the follow-up assessment, resulting in a very small number of participants. Therefore, we could not consider them in the present article.
Finally, the multidisciplinary cleft team could be considered as an intervention program in itself, as it is very supportive of the child with a cleft and his or her family throughout the whole process of cleft care. This may have explained the lack of difference between the cleft and noncleft group. To properly measure the actual impact of surgeries on parental representations, we should have also assessed a group of children born with a cleft but not integrated in the multidisciplinary care. However, first, for obvious ethical questions, it was impossible, and second, all infants born with a cleft in Switzerland are integrated in such teams, and we wanted our study to reflect the conditions of infants with cleft in Switzerland above all.
As a whole, and despite the limitations, results of this study are encouraging as few differences were evidenced between mothers of children with and without an orofacial cleft. Further studies are however needed to replicate this result and confirm the differences in parenting style and their potential consequences on the child's development.
Conclusion
To summarize, differences in maternal representations were evidenced across time only in the cleft group, with mothers reporting emotions about the child, either positive or negative, to be more intense after than before surgeries. Additionally, mothers in the cleft group displayed a more authoritarian pattern of parenting style compared with mothers of children without cleft.
